Client Name:

Please indicate if you or an immediate family member have any of the following:


	Myself
	Family member
	

	
	
	High Cholesterol

	
	
	High Triglycerides

	
	
	High blood Pressure

	
	
	Congestive Heart Disease

	
	
	Heart Disease (Arteriosclerosis, heart attack, coronary artery disease, hardening of the arteries)

	
	
	By-Pass Surgery

	
	
	Stroke

	
	
	Cancer: Describe

	
	
	Gall Bladder Disease

	
	
	Asthma

	
	
	Type 1 Diabetes

	
	
	Type 2 Diabetes

	
	
	Hypoglycemia (low blood sugar)

	
	
	Low Thyroid Function

	
	
	High Thyroid Function

	
	
	PCOS (polycystic ovarian syndrome)

	
	
	Obesity

	
	
	Overweight

	
	
	Underweight

	
	
	Anemia

	
	
	Osteoporosis

	
	
	Indigestion/GERD/Reflux

	
	
	Ulcers

	
	
	Chronic Diarrhea

	
	
	Chronic Constipation

	
	
	Arthritis (Rheumatoid)

	
	
	Arthritis (Osteoarthritis)

	
	
	IBS (Irritable bowel Syndrome or Spastic Colon

	
	
	IBD (Chron's or Ulcerative Colitis)

	
	
	Food Allergies: Please list



	
	
	Celiac Disease (Gluten Intolerance)

	
	
	Lactose Intolerance

	
	
	Frequent use of antibiotics or corticosteroids

Describe reason:

	
	
	Depression, ADD, OCD, Autism (indicate which)

	
	
	Addictions
Describe:

	
	
	Eating disorder
Describe:

	
	
	Physical Handicap
Describe:

	
	
	Inability to Gain Weight
Explain:

	
	
	Sleep Apnea

	
	
	Other:




